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The stethoscopeless cardiologist
A patient-friend of mine related to me the following true story that happened to him recently:
'Some 45 years ago we had a kindly understanding family physician. He had white hair, always neatly dressed and an excellent bedside manner. He never failed to make the house call when any of the family members were sick. Never a pretence. His medical bag always had an assortment of medical drugs and medical instruments, and of course the stethoscope was there too. Although he knew the physical findings in our bodies inside out, he never failed to reexamine us or whoever happened to be sick again and again. The physical examination especially with the stethoscope, gave the sick member a lot of confidence and comfort. One time, I was still below 10 years of age, I remembered the doctor telling my mother that I had an innocent heart murmur and that it had not changed since he first examined me at the age of 2-3 years. The doctor reassured my mother that there was nothing to worry about. Later on, when I was about to enter the university, and after a routine house call, he turned to me and said: "00 not let doctors fool you about your heart murmur. It is of no consequence." I turned out to be a healthy robust individual and quite active in sports. Many years later, after our family physician had retired, and for no reason, I decided to have my heart checked vis-a-vis the murmur. I took an appointment with a noted cardiologist and explained what my problem was. At the appointed date and time, I arrived at the cardiologist's office. The receptionist called a nurse technician who ushered me to an examining room and told me to strip to the waist and lie on the table. Before I could say something, she explained that the machine next to the examining table was an echocardiogram. The echocardiogram, she continued, takes a sound picture of your heart and valves. That way, we can analyse your murmur. After that you also need an ECG and a chest X-ray. When all of this is completed, the doctor will analyse the tests and give you his opinion.
I did what was requested. "Ah there you are Mr Doe" said the cardiologist. "Your heart appears normal and the heart murmur is functional and not from a diseased structure in your heart ... Let me know if you need anything else, Bye." and disappeared from the room. Anyway a week later the bill arrived .. .'
The stethoscope is the most noninvasive instrument a doctor has at his disposal. A well trained and qualified physician can, with the use of the stethoscope, differentiate innocent heart murmurs from 0141-0768/881 090501·021$02.00/0 © 1988 The Royal Society of Medicine pathological murmurs and, in my experience, the physician should be able to make the correct clinical diagnosis at the bedside.
Mastering the art and science of clinical bedside diagnosis of cardiac murmurs in the evaluation of congenital heart disease, acquired valvular heart disease, and innocent or benign systolic cardiac murmurs, has enabled scores of physicians and cardiologists to arrive at the correct diagnosis with minimal effort and cost to the patient. Good auscultation habits' and a good stethoscope having inherent sound amplification criteria etandards-r' is all that was or is required for doctors to make the diagnosis.
Although the electrocardiographic tracing and the chest roentgenograph and M Mode and 2-dimensional echocardiographic sound tracings with or without colour doppler are important ancillary tools to confirm the clinical diagnosis, in the case of innocent or benign systolic murmurs, more often than not these tools are not deemed necessary, especially echocardiographic tracingst-', Innocent cardiac systolic murmurs may be defined as accumulation of additional noise caused by turbulent blood flow occurring within the systolic phase of the cardiac cycle 2 • 3 • 5 • 6 • Such a definition implies that structures surrounding the turbulent blood flow may vibrate and also contribute to murmur production or its intensityv".
The following approach has been recommended by experts l -4 • 7 • After concentrating and identifying the first and second heart sound one should classify the systolic murmur with reference to (i) timing in systole (early, mid or late), (ii) intensity of systolic murmur, (grade I-VI), (iii) location (aortic, pulmonary or lower sternal border or apical), (iv) character of systolic murmur (regurgitant holosystolic or ejection in characterf.
All the experts agree that grade I-II, mid or late systolic ejection murmurs that are located over the pulmonary area and some over the aortic area and the apex are innocent or benign l -3 • 7 • 9 • Systolic ejection murmurs with clicks are usually pathological.
Furthermore, there is a fine distinction between innocent systolic murmurs and benign systolic murmurs. Innocent systolic murmurs are benign, but the reverse is not always true, and sometimes the distinction between innocent and benign murmurs is not clear cut. The meaning of an innocent murmur is that it is of unknown cause, and that the heart valves, septa, aorta and pulmonary artery are anatomically normal. Examples of such murmurs are: (i) the venous hum: usually heard above the clavicle at the base of the neck, disappears with rotation of head toward the stethoscope, or by compressing vein in the neck. (ii) The mammary souffle, located in the right or left second or third intercostal space, heard during pregnancy and or the postpartum period. (iii) The pulmonary systolic ejection murmur, rarely louder than grade II; is not accompanied by thrill, and the pulmonary component of the second heart sound is not widely split and fixed (atrial septal defect); or diminished or absent (pulmonary valvular stenosis). (iv) Apical late systolic murmur. In some patients it is of extracardiac origin, i.e. following viral periocarditis, in others it is somehow related or associated with left bundle branch block or T wave change in the electrocardiograml-".
Benign systolicmurmurs, usually caused by turbulent blood flow, are best heard over the aortic area or the pulmonary area, and are associated in certain instances with fever, anaemia, thyrotoxicosis, and exercise. In other instances, benign systolic murmurs are due to structural discrepancies between the left or right ventricular size and the aortic or pulmonary root diameter, in the absence of valvular, infundibular, or supravalvular stenosis in the left or right side of the hearr' , 7,9.10. In conclusion, echocardiography does not appear to be the tool to resolve the auscultatory findings of innocent or benign systolic murmurs, rather, the resolution remains with the expertise of physicians and cardiologists and their clinical skills. Looking to future technology, there is, in the stethoscope industry an ultrasound stethoscope in the offing. Though if clinically effective, such an instrument may be an answer to the stethoscopeless cardiologist, the question will remain. Should cardiologists change over to such an expensive tool?
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